A patient with aneurya~ii~ of the body of the left .trim pwith angina pectoris and mild congestive heart failwe, but completely normal corooary arterlogrPms, is n p o d A diverticalum seen in the left venMcalar angiogmm, read as a ventricular diverticuhm, waa found at surgery to be an aneurysm of the body of the left atdoru. The posslbk etiologies and complicdions of the k t t d r t l a n e~a r e b r i e 6 y d i s c l w e d .
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A
neurysms of the left atrium have most frequently been described in the left atrial appendage1-' and some am associated with defects in the pericar~lium.l-~ Aneurysmal dilatation of the body of the left atrium is less common, and only four previous cases have been reported,n-ll none of which was associated with chest pain or congestive heart failure.
A 55-year-old Caucasian woman who had been seen at the University of Chicago Clinics for inastoiditis and upper gastrointestinal discomfort about six years ago presented with a history of increasing exercise intolerance and occasional paroxysmal nocturnal dyspnea wer a six-month period. Two weelm prior to admission, she developed constrictive chest pain for the k t time which persisted for six hours. There was neither a history of rheumatic heart disease nor of cardiac dysrhythmias.
Physical examination revealed a short (5 feet) woman in no acute distress and in regular sinus rhythm. Her blood pressure was 140/70 mm Hg. There was no clubbing of digits or cyanosis, and the jugular venous pressure was slightly elevated at 45. with normal 'a' and 'v' waves. The cardiac impulse indicated slight enlargement of a dynamic left ventricle and on auscultation a soft atrial sound was present with a normal k t heart sound and a grade 2/6 pansystolic murmur, which radiated to the left axilla. The second heart sound was split normally to respiration, and there was no audible opening snap of the mitral valve or left ventricular
Wing sound or mitral delayed diastolic murmur. Basal rales were present in both lungs. The rest of the physical examination was normal. The e l d o g r a m , which showed no change since that of five years ago, showed normal sinus rhythm with a Pwave suggestive of left atrial enlargement. The mean frontal and T-waves were normal. Chest x-ray examination showed mild cardiomegaly when compared to those taken prior to the onset of symptoms. The left atrium was moderately enlarged and mild upper lobe pulmonary venous congestion was present. No Kerley B lines were seen.
Hemoglobin, serum electrolytes, fasting cholesterol, triglyceride, blood sugar and uric acid levels gave normal results.
Hospital Course
The patient was treated with bed rest, digitalis and diuretics with resolution of the heart failure and symptoms. Right and left heart catheterization was then performed showing normal pressures in the aorta, left ventricle, pulmonary capillary wedge, pulmonary artery, right ventricle and atrium. Cardiac index was 3.4 L/min/MZ at rest. The left ventricular end-diastolic pressure rose from 10 to 13 mm Hg after LV angiography, which in the right anterior oblique position showed minimal mitral regurgitation and what appeared to be an aneurysmal dilatation of the inferior wall of the left ventricle ( Fig 1 ) . Selective coronary arteriograms and an aortogram were normal.
Open heart surgery was performed, with a preoperative diaeposis of diverticulum of the left ventricle and mild mitral regurgitation. However, at surgery, a diverticulum arising from the body of the left atrium extending to the mitral valve ring was found (Fig 2) . The mitral valve and left ventricle were examined carefully but were found to be normal. The left atrial diverticulum was excised and the postoperative recovery was uneventful.
The electrocardioqram and chest x-ray film after recupera- tion were normal, and six weeks after surgery right and left heart catheterization studies were repeated, pressures and cardiac outputs were normal, and the left ventriadogram showed only a minor degree of mitral regurgitation. Pulmonary angiogram showed filling of a normal left atrium from four pulmonary veins.
Areas of the excised specimen were examined histologically and were shown to consist of fibrous tissue. No thrombus was seen ( Fig 3 ) .
Aneurysmal dilatations of the left atrial appendage,'* which may herniate through a pericardial defect,lA are fairly common, but aneurysms of the body of the left atrium are extremely rare.7-10 Four previous cases of aneurysm of the body of the left atrium have been reported-all except one being in children.11 In three,8,1°*11 supraventricular tachycardias were a prominent feature, while in the othera the aneurysm was associated with a bizarre symptom complex consisting of abdominal pain, cyanosis and syncope. In two of the c a~e s ,~* l~ the aneurysm appeared as a mediastinal mass on plain chest x-ray a m , while in another8 a spaceoccupying mass posterior to the left ventricle was suggested by the left ventricular angiogram. Systolic mur- This patient differs from the previous cases in that she presented with chest pain and mild congestive heart failure, which responded rapidly to medical therapy, and that no dysrhythmias had ever occurred; neither did she have systemic emboli, nor was thrombus in the aneurysm found at surgery. Although several features of the history and physical examination suggested coronary arterial disease with associated papillary muscle dysfunction and left ventricular failure, selective coronary arteriogram ruled out this possibility. The cause of the chest pain and failure is uncertain, but may be due to critical distension of the abnormal left atrial wall.
The cause of aneurysms of the body of the left atrium is not known, but has been thought to be due to congenital weakness of the a t r i~r n .~-l~ All cases of atrial aneurysms treated by surgical excision have done well postoperation with no reported recurrence of systemic embolization or of supraventricular tachycardias once over the immediate postoperative period. The patient has likewise done well after surgery with no recurrence of chest pain or congestive heart failure.
